Haemoglobin D disease may occur in combination with I3 thalassaemia in children from northern India or Pakistan, and haemoglobin E thalassaemia occurs in Bengalis from Bangladesh. Both of these combined blood disorders result in chronic haemolytic anaemia with splenomegaly, requiring the same sort of treatment as homozygous i thalassaemia.
Sickle cell disease is not common in those groups that have emigrated to Britain, though this possibility should be considered in families originating from the Nilgiri Hills in southern India. There are also small areas with a notable incidence of sickle cell trait in Maharashtra, Bihar, Uttar Pradesh and West Bengal'; (for further discussion on sickle cell disease see article 6: Afro-Caribbean (West Indian) and African families).
Glucose-6-phosphate dehydrogenase deficiency is fairly common throughout the northern part of the Indian subcontinent. The possibility of such a deficiency should always be considered in cases of neonatal jaundice when blood groups are compatible and in any cases of severe and sudden haemolytic anaemia that develop during an acute illness or as a result of taking certain drugs (for further discussion see later articles). When practicable G6PD deficiency should be excluded before giving primaquine for malaria. Shigellosis-In infants shigellosis may be a septicaemic illness and in those aged under 5 the initial fever may be accompanied by a convulsion. The symptoms are a high temperature and sudden onset of severe diarrhoea with blood and mucus in the stool.
Salmonellosis (numerous strains ofSalnwnella typhimurium; also S typhi and S paratyphi A, B, and C)-S typhimurium causes profuse diarrhoea sometimes with streaks ofblood and mucus. A septicaemic illness with splenomegaly occurs in older children and mimics tuberculous meningitis. Typhoid and parathyroid fever affect mainly schoolchildren; severe frontal headache is a common initial symptom followed by vomiting, abdominal pain, and diarrhoea. The rash is difficult to detect in dark skinned children. Infection of children in Britain from cases or carriers is not uncommon.
Protozoal infections
Giardiasis should be considered when there is chronic diarrhoea and colicky pain with pale, frothy stools and increased flatus, producing in its chronic form a condition like coeliac disease.
Amoebiasis Recurrences of benign tertian malaria may occur up to two years after exposure and plasmodium malaria up to six weeks or, exceptionally, up to one year after infection.
KALA AZAR (VISCERAL LEISHMANIASIS)
Kala azar is not uncommon in Bangladesh and should be considered in a chronically ill child with intermittent fever, lassitude, and a firm enlargement of the liver and spleen. The infection may have been acquired before the child came to Britain or on a visit to Asia. The incubation period is usually two to six months but may be as short as three to four weeks or as long as two years.
TUBERCULOSIS3
When the possibility of tuberculosis is considered the first thing to look for is a BCG scar, though this is not an absolute guarantee of protection. Primary tuberculosis should be considered in children who fail to gain weight or lose weight for no obvious reason. A strongly positive result from a Mantoux or Heaf test invariably indicates an active infection. Respiratory tuberculosis in Asian children sometimes takes atypical forms, and the adult type of infection with cavitation may occur. Tuberculosis should also be suspected in any chronic lung condition that fails to clear up within two to three weeks.
Less common forms of infection are abdominal tuberculosis, which may occur with intestinal haemorrhage, ascites or obstruction; or bone or joint infection. Miliary and meningeal infections are fairly common.
Traditional practices and medicine4
Traditionally in Asia a black eye make up (Surma, Kajil) is put round the eyes and inside the lids in babies and small children, partly for its cosmetic effect and partly because it is thought to protect the eyes against infection. Originally made from soot from oil lamps and vegetable dyes or antimony sulphide, an adulterated form of surma is now made from lead sulphide5; cumulatively, lead can be absorbed in sufficient amounts to cause lead poisoning.67 The importation into Britain of this lead containing preparation has been banned, but some of it may still be brought into the country through non-commercial channels. Suitable hypoallergenic make up preparations can be substituted quite safely. Kajil may also contain lead and is used in the same way as surma but is in the form of an ointment. Several medicines for infants also contain lead, which may be prescribed by practitioners of traditional Indian medicine (hakims for unani medicine and vaids for the ayurvedic system).
A similar substance known as al kohl is used in Arab countries and may also contain lead.
Some common problems
Illiteracy is not uncommon,' particularly in older women who have spent their childhood in the subcontinent. Leaflets and instructions in the appropriate language may therefore not meet the need, though it is unusual to find a family without at least one adolescent or school age member who is completely fluent in English. If there is a possibility of non-compliance because of language difficulties, however, and failure to take the prescribed drugs may have serious consequences, as in tuberculosis, it is essential to obtain the help of a competent interpreter. The use of children as interpreters should be discouraged, except for the most straightforward situations.
Apparent refusal to breast feed-Many Asian women believe that colostrum is harmful to the baby and may therefore be reluctant to breast feed their baby during the first two or three days. If this is the mother's belief it should be respected and it should not be assumed that she does not wish to breast feed at all.
Carrers of hepatitis B virus in pregnancy-From 3% to 10% of adults in the Indian subcontinent are potentially infective carriers of hepatitis B virus and can infect an infant at or after delivery. An infant infected at birth can become an asymptomatic carrier, who is infective for many years and may occasionally develop acute or chronic liver disease or hepatocellular carcinoma in adult life. It is therefore important to screen all pregnant Asian women at their first antenatal visit. As infection within the family is common women who have been born in Britain and have never left this country should be included in the screening programme. If the mother is found to be infective special precautions should be taken at delivery to prevent infection of the infant and medical and nursing staff. The infant should be given specific hepatitis B immunoglobulin and hepatitis B vaccine, according to the schedule described for Chinese and Vietnamese families. As the incidence of the carrier state is two to three times higher in women from south east Asia than in those from the Indian subcontinent the management of this problem will be discussed in greater detail in article 7: "Chinese and Vietnamese Families."
Neonatal jaundice-As G6PD deficiency is not uncommon in Asian families this possibility should always be considered when non-obstructive jaundice develops on the second or third day of life. Girls may be affected (for further discussion see article No 5: Families from the Mediterranean and Aegean), but boys are affected 40 times more often in most communities. In preterm infants or when other factors are contributing to the jaundice an exchange transfusion may be required.
Small stature, particularly in boys, is a common cause of parental anxiety among the Bengalis from Bangladesh. Generally, both parents are small but would like their children to be tall to cope with possible physical aggression. The presenting complaint is usually that "he is not growing." This may be true but is more likely to mean that the child is not as tall as the parents would like and is in fact growing at a normal rate but at or below the third centile for British children. Having excluded chronic disease and the more obvious endocrine disorders, the parents may accept that nothing can be done except to confirm a normal rate of growth by measuring the child's height again after six months; or a growth hormone stimulation test may be needed to add more convincing evidence.
Anaemia without splenomegaly-Iron deficiency is the commonest cause of moderate or severe anaemia and should be considered first; the causes of iron deficiency have already been discussed. In strictly vegetarian families folic acid or vitamin B12 deficiency may occur and should be suspected initially from the appearance of the blood film. In these nutritional anaemias splenomegaly does not occur; if it is present an alternative diagnosis should be considered.
Anaemia with hepatosplenomegaly-In children who have never been to the Indian subcontinent or outside Europe the most likely diagnosis is one of the haemoglobinopathies. Homozygous i thalassaemia (thalassaemia major) is the most common condition, but haemoglobin D thalassaemia or haemoglobin E thalassaemia is also possible; sickle cell anaemia is very rare. (For discussion on geographical distribution of the haemoglobinopathies see article No 6: Afro-Caribbean (West Indian) and African families.) In children who have lived in or visited the subcontinent additional diagnoses such as chronic malaria and kala azar (in India, West Bengal, Assam, and Bangladesh predominantly) may have to be considered.
Hepatitis-Chronic active hepatitis B infection or early cirrhosis is not uncommon in children presenting with chronic ill health and an enlarged liver. Splenomegaly is found only in advanced cirrhosis with portal hypertension in older children. Hepatitis A may develop in children who have recently returned from a visit to the Indian subcontinent; chronic or persistent liver disease is a rare sequel to this form of hepatitis.
